tion [1] . Some of the questions raised and actions proposed by Dr. Rogers are pertinent to the editorial here by Drs. Komaroff and Pass (pages [401] [402] , as well as to other articles in this issue.
Dr. Rogers asks, &dquo;Why hasn't community-oriented primary care swept like a tidal wave over the world and why have not all in medicine embraced the concept as an idea whose time has come?&dquo; Later in the article he proposes that &dquo;the skills and the prestige of those who would organize, manage, and work in community-oriented care programs should continue to be upgraded.&dquo;
Part of the answer to the problem of upgrading primary care and perhaps certain aspects of general medicine and community medicine is to provide an intellectual base that will be recognized as respectable and exciting by the more traditional medical faculties. This is just the point emphasized at the end of the Komaroff and Pass editorial: &dquo;But, like any academic discipline, primary care faculties will require an intellectual base to flourish. For this reason, the Society for Medical Decision Making, and this journal, may play an important role in fostering the development of this relatively new academic discipline.&dquo; SMDM and MDM do have a substantial interest in and commitment to medical decision making education programs, as outlined in previous issues of MDM by Elstein [2, 3] and Hale [4] . I believe these programs do contribute to an intellectual base for primary care.
The idea for an issue of MDM emphasizing decision making in common medical problems resulted from conversations with Harvey Fineberg early in 1981. Drs. Komaroff and Pass were invited to be guest editors, and their editorial and the first three articles presented were the result. I thank them for this excellent contribution.
The additional articles in this issue were submitted, refereed, and processed in the usual manner by the editor-in-chief. Still, it is interesting to note how well all the articles in the issue relate to the theme of common medical problems.
Hickam and his colleagues open the issue (pp 403-414) with discussion of a model that provides insight into strategies used by physicians to classify patients with chest pain syndrome related to typical and atypical angina. The method allowed the authors to develop a limited set of criteria for typical and atypical angina. Dyspepsia, certainly a common ambulatory care problem, is examined by Read, Pass, and Komaroff (pp 415-438). The authors note that many authorities recommend obtaining an upper gastrointestinal x-ray series (UGI) before beginning ulcer therapy (high dose antacids or cimetidine), but there is evidence that clinicians frequently treat dyspepsia without diagnostic procedures. Four dyspepsia management strategies were studied, and the marginal cost per additional life saved is presented for each strategy. The marginal cost of performing a UGI first, rather than beginning with ulcer therapy management, is 1.6 to 2.3 million dollars, depending on whether endoscopy follows the finding of a gastric ulcer. The authors express a preference for the ulcer therapy management strategy after considering the marginal cost-effectiveness ratios. Although the UGI strategies cost a great deal to save one additional life when compared with the ulcer therapy strategy, Marton and his colleagues show (pp 439-448) that patients place high value on certain diagnostic tests, including the UGI, and that these attitudes may be associated with patient-physician communication and patient symptom status. If certain management strategies are not cost-effective and patients desire the diagnostic tests and treatment, then can patient attitudes toward tests be modified? This question warrants consideration and research.
Patient attitude and physician-patient interaction are recognized as factors that influence patient follow-up visits and patient compliance with management plans, and as Marton and his colleagues suggest, cost-benefit analyses of diagnostic technologies that ignore the role of patient demand may be incomplete. The next four papers in this issue illustrate some ways that patient attitudes can influence the use of laboratory tests and management decisions. Still, to obtain patient values and preferences in quantitative form for use in medical decisions remains a challenge. Sore throat is a common problem of emergency room patients. Centor and Witherspoon show (pp 463-469) that patient attitude in terms of follow-up is important. The analysis demonstrates the power of a small decrease in follow-up rate to change management recommendations for patients with sore throat.
Holmes and her colleagues, in an interesting study of factors affecting laboratory utilization in clinical practice (pp 471-482), present the suggestion that laboratory tests play an important role not only in diagnosis and patient management but also in communication among patients, referring physicians, and consultants. The authors also suggest that the nature of contemporary medical culture deserves attention with respect to the use of laboratory tests as a communication function. Any attempt to decrease or to optimize the use of laboratory tests would need to confront this aspect of test use.
Although there appears to be an increasing amount of agreement that a patient should participate in his or her medical decision making, it is not clear how patient values should be incorporated into the decision making process. Llewellyn-Thomas and colleagues (pp 449-462) point out that incorporation of patients' values into the decision making process would be simplified if these values could be made explicit, directly measured, and quantitatively expressed. The authors used a technique known as the &dquo;standard gamble&dquo; to investigate the individual values 64 patients receiving radiotherapy for malignant disease assigned to particular health states. Despite the limitations of the &dquo;standard gamble&dquo; approach, it seems important to seek methods for measurement of patient preferences and means to incorporate them into clinical practice. Ciampi, Silberfeld, and Till have shown (pp 483-495) that &dquo;situation-specific&dquo; variables such as the environment in which the decision is made do cause a shift in individual preferences for treatment. The authors suggest that considerable care must be exercised in the use of patient preference measurements.
The clinical decision conference, a regular feature of MDM, presents a discussion in keeping with the theme of this issue. The patient presented has nephrotic syndrome and the question to be answered is: Is it necessary to perform a renal biopsy on patients with idiopathic nephrotic syndrome before starting steroid treatment?
After studying the articles in this issue of MDM I hope the reader will agree that many challenging questions are suggested that will expand the intellectual base in primary care and general internal medicine and help to stimulate the study of medical decision making generally. LEE B. LUSTED, M.D.
Editor-in-Chief

